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simultaneous multivessel ST elevation
myocardial infarctionTo the Editor,
Dengue is a mosquito-borne tropical disease.1 Although
cardiac involvement of dengue has been reported,2 there
has been no report of dengue complicated with ST elevation
myocardial infarction (STEMI). We present a case of dengue
complicated with simultaneous multivessel STEMI, from
which the patient eventually recovered; he was later dis-
charged uneventfully.
A 43-year-old man suffered from intermittent fever for
several days and acute chest pains and was brought to our
emergency department. He had no history of any systemic
disease. However, his son was recently discharged from our
hospital because of dengue. On arrival at the emergency
department, his vital signs were as follows: pulse rate 122
beats/min, blood pressure 150/104 mmHg, and body tem-
perature 38.6C. The patient’s initial laboratory dataFigure 1. (A) Electrocardiogram showing ST-segment elevation
normal right coronary artery, but both left anterior descending ar
clusion (black arrows indicate subtotal lesions). (C) After thrombus a
TIMI 3 flow without residual stenosis.
http://dx.doi.org/10.1016/j.jmii.2015.05.023
1684-1182/Copyright ª 2015, Taiwan Society of Microbiology. Publishe
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-ndshowed the following: white blood cell count 9100/mL,
hematocrit 44.3%, platelet count 155,000/mL, troponin I:
0.301ng/mL. His chest X-ray scan revealed pulmonary
congestion and electrocardiogram showed ST-segment
elevation over lead V1eV5 (Figure 1A). Under the impres-
sion of STEMI, primary percutaneous coronary intervention
was performed. Coronary angiography showed both of left
anterior descending and left circumflex artery subtotal
occlusions (Figure 1B). We performed thrombus aspiration
and further stenting for both vessels (Figure 1C). Then the
patient was transferred to the cardiac care unit.
During his stay at the cardiac care unit, intermittent
fever was still noted. His laboratory data showed progres-
sive thrombocytopenia (nadir platelet count 95,000/mL)
and troponin I > 80 ng/mL. Because of intermittent fever,
progressive thrombocytopenia, and recent family history of
dengue, dengue was highly suspected, and we sent samplesover lead V1eV5. (B) Emergent coronary angiography showing
tery (LAD) and left circumflex artery (LCX) show subtotal oc-
spiration and stenting for LAD and LCX, both LAD and LCX show
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620 Correspondenceto the Centers for Disease Control. The result confirmed
that he had dengue. Fortunately, no obvious bleeding was
noted under STEMI treatment. His fever also subsided with
recovery of platelet amount. Later, the patient was dis-
charged uneventfully.
Dengue is an important mosquito-borne viral disease.1
Because of the rapid increased incidence in recent years,
the diagnosis of dengue is vital for patient care and
outbreak control.3 In 2014, a large-scale dengue outbreak
occurred in Taiwan, with those infected reaching >14,000.
Although cardiac involvement of dengue has been re-
ported,2 there were only a few cases of dengue myocarditis
mimicking acute myocardial infarction (AMI) reported.4,5
Miranda et al4 presented a case of fulminant dengue
myocarditis that led to a fatal outcome. Lee et al5 reported
a case of dengue myocarditis, wherein the patient recov-
ered after supportive treatment.
Our case was an extremely special case because it
featured dengue complicated with multivessel STEMI.
Although rupture of coronary artery plaque resulting in
thrombotic occlusion is a common cause of AMI, simulta-
neous multivessel occlusions were uncommon. AMI patients
with multiple complex plaques are likely to have poor
outcomes. Fortunately, our patient survived after primary
percutaneous coronary intervention and optimal medical
treatment. The most likely possible cause of multivessel
occlusions might be ongoing dengue infection leading to
multiple unstable plaques rupture. To our knowledge, this
marks the first case of dengue complicated with simulta-
neous multivessel STEMI.
In conclusion, this rare case should remind physicians
that multivessel STEMI is an extremely rare complication of
dengue and we should keep this complication in mind to
avoid poor cardiovascular outcome.
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